Bilateral ameloblastoma of mandible is extremely unusual occurrences which present many challenges to the attending anaesthesiologist during intraoperative & postoperative period. We present one such rare case & its anesthetic management who came to our medical center for wide excision en-block with surrounding mandible.
INTRODUCTION
Ameloblastomas are benign, slow growing locally aggressive neoplasm which arise from either odontogenic cyst epithelium or residual epithelial rest in the remnant of enamel found over the crown of unerupted tooth. 1 Histopathologically ameloblastomas appear as a well differentiated palisading cells in various patterns like cystic, follicular, plexiform, desmoplastic, acanthomatous & granular subtypes. 2 Most common site of involvement being mandible(80%) although maxilla(20%) may be afflicted. 3 They may present as small incipient lesion detected on radiological examination or as a large tumor producing mass effect & dental malocclusion. They spead by forming pseudopod in marrow space. Consequently their margins cannot be seen distinctly. It comprise 1% of radiological jaw tumor & appear as well defined lucent area which may be either unilocular or multilocular cyst. Freqently involved site in mandible being molar-ramus region. 4 It occur over a wide age range most in third or forth decade. We describe the anesthetic management of ameloblastoma involving bilateral anterior part of body of the mandible which is extremely unusual presentation posted for wide en-block mandibular resection with 2 cm bony margin and adapting reconstruction plate & iliac bone grafting.
CASE REPORT
A 47 year female weighing 52kg presented with facial asymmetry due to hard painless swelling of left lower jaw (fig 1) which had progressed slowly over a period of 6 months duration. 
DISCUSSION
There are very few reported cases of anesthetic management of ameloblastomas which are locally invasive, aggressive odontogenic neoplasm of the mandible which can extend intraorally to cause airway obstruction & present many difficulties in the operating room to the attending anaesthesiologist. The growth distorts the facial contour leading to inadequate mask seal precluding proper bag-mask ventilation during induction. Also adequate jaw thrust may not be possible. More over intraoral extension of the growth may not allow insertion of laryngoscope blade, thus inability to visualise the vocal cords. Any oral airway manoeuvring may result in aspiration due to bleeding from mucosa overlying the growth.
We chose fiberoptic nasal intubation in this case to secure airway as it is less traumatic, keeps airway clean by applying suction during advancement of endotracheal tube & oxygen can be administered at the same time during the procedure. Other methods of securing airway include blind nasal intubation, use of lightwand, transtracheal jet ventilation tracheostomy are more traumatic to the patient. 5 In the immediate postoperative period the ability to maintain patency of airway is challenged by newly reconstructed mandible with bilateral insufficient attachment of muscle weakens the floor of the mouth predisposing to tongue fall. 6 Also jaw thrust can not be applied effectively. Edema of airway may compound to the above problems. In order to avoid above mentioned complexity we preferred to keep our patient intubated in the post operative period Peroral intubation in the perioperative period should never be attempted. Tracheostomy is safer option if oral edema is significant & possibility of tongue fall persists in the postoperative care.
This case is unique in the sense that the growth had involved the anterior part of the body of the mandible on both sides leading to resection of symphysis & parasymphysis region where the genioglossal muscle attach to the genial tubercle on the lingual surface of the mandible. 7 To conclude it is prudent to anticipate & accept the airway challenges possed by en block removal of mandibular ameloblastomas & newly reconstructed mandible.
